Concealed accessory pathways (APs) are considered benign as they can only sustain orthodromic atrioventricular re-entrant tachycardia (ORT). We describe a unique case of a concealed posteroseptal AP where longitudinal surveillance following repeated failed ablation attempts due to abnormal coronary sinus (CS) anatomy revealed spontaneous development of manifest pre-excitation. The pathway was ultimately ablated via the percutaneous epicardial approach. The potential for development of Wolff-Parkinson-White (WPW) syndrome in patients with concealed APs has implications for ongoing surveillance in these patients. During her initial EP study, ORT utilizing a concealed septal AP was induced. There was no evidence of pre-excitation at baseline, during atrial incremental and extrastimuli testing with or without isoprenaline. Prior to ablation attempts, the operators had difficulty cannulating the CS from the femoral vein. They achieved limited proximal access to what was described as a "tight and narrow" CS via the right internal jugular approach; however, radiofrequency ablation (RFA) attempts here and on the left septum (via the retrograde aortic approach) were unsuccessful. Soon after, she underwent a repeat EP study due to ongoing palpitations despite flecainide therapy. A preprocedural cardiac MRI demonstrated a small pit at the usual site of the CS os suggesting severe stenosis. There was no evidence of pre-excitation. Coronary angiography with delayed venous phase contrast revealed CS drainage into the right atrium (RA) at a high septal site. RFA was attempted at this site and again at the left septum via the retrograde aortic route. Both approaches were unsuccessful.
| CASE PRESENTATION
A now 23-year-old female presented 10 years earlier with recurrent palpitations, chest pains, and presyncope. Her resting ECG demonstrated normal conduction intervals without evidence of pre-excitation ( Figure 1A ). Echocardiogram confirmed a structurally normal heart. During her initial EP study, ORT utilizing a concealed septal AP was induced. There was no evidence of pre-excitation at baseline, during atrial incremental and extrastimuli testing with or without isoprenaline. Prior to ablation attempts, the operators had difficulty cannulating the CS from the femoral vein. They achieved limited proximal access to what was described as a "tight and narrow" CS via the right internal jugular approach; however, radiofrequency ablation (RFA) attempts here and on the left septum (via the retrograde aortic approach) were unsuccessful. Soon after, she underwent a repeat EP study due to ongoing palpitations despite flecainide therapy. A preprocedural cardiac MRI demonstrated a small pit at the usual site of the CS os suggesting severe stenosis. There was no evidence of pre-excitation. Coronary angiography with delayed venous phase contrast revealed CS drainage into the right atrium (RA) at a high septal site. RFA was attempted at this site and again at the left septum via the retrograde aortic route. Both approaches were unsuccessful. 
| DISCUSSION
Retrospective studies of patients with WPW syndrome have demonstrated that some patients did not have manifest pre-excitation on ECGs predating their diagnosis. 1 However, as none of these patients underwent EP studies prior to diagnosis, it is unclear whether this was due to intermittent pre-excitation, inapparent pre-excitation due to dominant AV node conduction, or a concealed AP that spontaneously developed anterograde conduction. The development of pre-excitation is significant for the associated small but significant risk of sudden death. 
